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Editor’s perspectives e December 2013I have just returned to Barbados from Trinidad where we
launched The Caribbean Society of Endoscopic Surgeons (CaSES).
We are a little behind in the development of advanced minimal ac-
cess surgery for the usual reasons such as ﬁnancial backing, non-
compliance of some surgeons who do not want to see their practice
disappear and lack of enough skilled mentors. A number of inter-
ested surgeons took the initiative, founding the Society with our
mission statement “to ensure safe endoscopic surgery throughout
the Caribbean” being our major goal. It proved to be a huge success
with 21 international well known endoscopic surgeons on the fac-
ulty as well as many of us from the Caribbean. Live surgical sessions
are still very popular and we were fortunate to have experts
demonstrate various procedures.
Endoscopic surgery has engendered tremendous camaraderie
which I believe is due to the cycles of acceptance and rejection,
the latter often vitriolic, across the centuries, but especially during
the 20th century. In my Presidential address, I pointed out how
Bozzini, Nitze, Semm and Nizhat struggled to advance endoscopy
and endoscopic surgery against their antagonists. In 1985 Muhe
performed the very ﬁrst laparoscopic cholecystectomy. A year later
he presented his work to the German Surgical Society and was ridi-
culed, much like Semmelweiss was with his ﬁndings of the cause of
puerperal fever. Endoscopic Surgery has come of age and is still
pushing the frontiers with the use of robots, navigational magnetic
surgery and Natural Oriﬁce Translumenal Endoscopic Surgery
(NOTES).
Themeetingwas a great success onlymarred on the last evening
on the beach when your Editor in Chief ruptured his hamstrings.
Without doubt the most painful thing I have ever experienced;
travelling the next morning was a nightmare!!
This last issue of the yearewhere did the last 12months goe is
another bumper one with a splendid mix of experimental and clin-
ical research articles as well as a poignant ﬁrst paper on how we
can improve surgical research. A must read for all authors and sur-
geons performing research projects. The IDEAL framework and
recommendations are a mandatory registry for ﬁrst time interven-
tions, planned programmes and protocols for them, and the devel-
opment of widespread use of agreed reporting standards for key
outcomes.
We have 8 experimental research papers. Space does not allow
me to comment on all of them. Having started this editorial on the
theme of endoscopic surgery I was surprised to read about the
experiment performing operative procedures in an optimized local
atmosphere and its effect on adhesions. In the rat model warmed
humidiﬁed atmosphere with >75% CO2 developed more severe,
and a greater number of, adhesions. In my experience of over 24
years performing laparoscopic surgery, I have been impressed
with the lack of adhesions (probably due to less tissue handling)1743-9191/$ e see front matter  2013 Published by Elsevier Ltd on behalf of Surgical
http://dx.doi.org/10.1016/j.ijsu.2013.11.006on re-laparoscopy or laparotomy. The complete opposite to the au-
thors work.
Whilst discussing minimal access surgery, there are 3 papers on
this topic. Again with one of them, on the use of the laparoscopic
approach in complicated diverticular disease, I was not in agree-
ment with all their ﬁndings. I agree they are procedures for the
experienced laparoscopic surgeon. However, I believe a pragmatic
approach should be “look and assess laparoscopically”. At the
recent meeting one of the presentations was on this subject and
the results showed lavage and drainage was very successful. I
enjoyed reading about the minimally invasive operation for dis-
placed intra-articular calcaneal fractures with a new percutaneous
plate via a sinus tarsi approach. The third minimally invasive tech-
nique is a Best Evidence topic on open surgery versus endovascular
procedure for mesenteric occlusive disease. The endovascular route
is not only feasible but has less post-operative complications but
also reduced in-patient mortality.
There are excellent papers on varying clinical conditions from the
rare ilio-psoas abscess and vaginal metastases from colo-rectal can-
cer to more simple studies on skin closure after ileostomy reversal
and using the bilirubin level as a predictor for acute appendicitis.
Call me old fashioned, but I believe in a good history and thorough
examination in this condition. If the diagnosis is still unclear, then
the surgeon should perform a laparoscopy which can be both diag-
nostic and therapeutic. The article on Functional and Physiological
outcomes following repair of obstetric anal sphincter injuries is
essential reading for our gynaecological and colorectal surgeons. In
their 190 patients a ﬁfth experienced some incontinence following
anal sphincter repair. However, only 2 were incontinent of faeces af-
ter three months. In these “incontinent” patients anal pressure was
reduced and internal anal sphincter thinning noted. The authors
feel efforts should be made to identify occult internal sphincter
injury and repair this as well as the external sphincter complex.
The last three articles I will comment upon pertain to surgeons
and/or management. In Europe the Working Time Directive caused
havoc with surgical training with much less exposure to patients
and to performing operations. The need to ensure rotas are covered
has led to an increased use of locums. In other parts of the world an
80þ hours rota is not uncommon leading to sleep deprivation and
cancellations. The ﬁrst of these last papers from Imperial College
looks at the use of stimulants and shows they do not have any
serious side effects on performing basic surgical skills but also no
improvement. The article on the challenge of cancellations on the
day of surgery is also from the UK. 5% of elective surgery was
cancelled on the same day for the following reasons e one third
were unﬁt for surgery (I presume there was no pre-operative
anaesthetic clinic), one ﬁfth cancelled due to lack of beds, slightly
less than one ﬁfth due to lack of theatre (OR) time, 6% of patientsAssociates Ltd.
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EDITORIALfailed to attend and in 4% the operation bookedwas deemed unnec-
essary. The authors provide no solutions. Finally there is the article
on the use of locums with some very poignant observations from
the author who has performed many surgical locums as have we
all. Newspaper headlines always focus on the few who earn large
amounts of money which is on occasions is obscene. But the author
gives the other side of the picture e the difﬁculties for the locum.
More often or not passwords to computers are unavailable, on
many occasions other specialties not mentioned in the job descrip-
tion have to be covered, and there is rarely any orientation all lead-
ing to job insecurity. In the UK we are informed there are about
6000 short time locum appointments available with large discrep-
ancies on renumeration.It only leavesme toonceagain thankmyManagingEditor, all those
responsible at Elsevier, especially Kirsten Mottram, for their incred-
ible hard work throughout the year ensuring we produce this ﬁne
journal, the sub-editors, the very assiduous reviewers and to you,
our readers,whomake it allworthwhile.Wishingeveryonea glorious
festive season and a peaceful, healthy and prosperous new year.
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